. Global and regional estimates of long-term O 3 attributable respiratory deaths for adults ≥30 years of age only. Estimates were calculated using relationships between long-term O 3 exposure and respiratory mortality derived in Turner et al. (2016) using a multi-pollutant model (adjusting for near-source PM 2.5 , regional PM 2.5 , and NO 2 concentrations), and a single-pollutant model (no adjustment for other pollutants). Values in brackets are 95% confidence intervals. Table S3 . Summary of global estimates of long-term O 3 attributable respiratory deaths calculated using the J2009 relative risk estimates. Estimates from previous studies (from the Global Burden of Disease (GBD) project and other studies), and those derived in this study using comparable metrics, low concentration cut-offs and Hazard Ratios are shown. Values in brackets are 95% confidence intervals. Table S4 . Global and regional estimates of long-term O 3 -attributable annual COPD deaths for adults ≥30 years of age only derived using relative risk estimates from Turner et al. (2016) . Estimates are also expressed as a proportion of all COPD deaths for the population equal to or over 30 years old in each region. Values in brackets are 95% confidence intervals. Figure S1 . Children's GEOS-Chem-derived global gridded long term O 3 exposure estimates. Shown are long-term O 3 exposure concentrations calculated as a) maximum 6-month average daily max 1h concentration (6mDMA1, relevant for J2009 relative risk estimates), b) annual average daily max 8h concentrations (ADMA8, relevant for T2016 relative risk estimates) (Map Data: © EuroGeographics for the administrative boundaries).
. Comparison of the characteristics of the Jerrett et al. (2009) and Turner et al. (2016) analyses of the American Cancer Society Cancer Prevention Study-II cohort population. Table S2 . Global and regional estimates of long-term O 3 attributable respiratory deaths for adults ≥30 years of age only. Estimates were calculated using relationships between long-term O 3 exposure and respiratory mortality derived in Turner et al. (2016) using a multi-pollutant model (adjusting for near-source PM 2.5 , regional PM 2.5 , and NO 2 concentrations), and a single-pollutant model (no adjustment for other pollutants). Values in brackets are 95% confidence intervals. Table S3 . Summary of global estimates of long-term O 3 attributable respiratory deaths calculated using the J2009 relative risk estimates. Estimates from previous studies (from the Global Burden of Disease (GBD) project and other studies), and those derived in this study using comparable metrics, low concentration cut-offs and Hazard Ratios are shown. Values in brackets are 95% confidence intervals. Table S4 . Global and regional estimates of long-term O 3 -attributable annual COPD deaths for adults ≥30 years of age only derived using relative risk estimates from Turner et al. (2016) . Estimates are also expressed as a proportion of all COPD deaths for the population equal to or over 30 years old in each region. Values in brackets are 95% confidence intervals. Figure S2 . Estimated long-term O 3 exposure attributable respiratory deaths in 2010 for adults ≥30 years of age. Units are attributable deaths per 100,000 people, and estimates were derived using the J2009 relative risk estimates, with a low concentration cut-off set at the minimum exposure in the ACS CPS-II cohort (33.3 ppb, 6-month daily maximum 1h O 3 concentration) (Map Data: © EuroGeographics for the administrative boundaries). Figure S3 . Estimated long-term O 3 exposure attributable chronic obstructive pulmonary disease (COPD) deaths in 2010 for adults ≥30 years of age. Units are attributable deaths per 100,000 people, and estimates were derived using the T2016 relative risk estimate, with a low concentration cut-off set at the minimum exposure in the ACS CPS-II cohort (26.7 ppb, annual average daily maximum 8h O 3 concentration) (Map Data: © EuroGeographics for the administrative boundaries). (Turner et al. 2016 ). b The time periods used to characterise long-term exposure to the pollutants are more similar in Turner et al. (2016) compared to Jerrett et al. (2009) . The latter assessed O 3 exposure over 23 years, but PM 2.5 concentrations during 2 years at the end of the follow-up period. Hence changes in O 3 concentrations over the 23 years were accounted for in Jerrett et al. (2009) , but changes that occurred in PM 2.5 concentrations were not. c While estimation of long-term O 3 exposure at the end of the follow-up allowed for inclusion of a larger population, it did not capture changes in exposure occurring over the follow-up period which coincided with large reductions in O 3 precursor emissions in the US (Simon et al. 2015) . Jerrett et al. (2009) assessed the magnitude of the relationship between mortality and long-term O 3 exposure at the start, end, and throughout the follow-up period, and estimated no significant change in the magnitude of the effect. Ozone concentrations in each of these periods in Jerrett et al. (2009) were also correlated (the correlation between O 3 concentrations in 1978-1980 and 1998-2000 was 0.58, and in 1988-1990 and 1998-2000 was 0.80). Table S2 . Global and regional estimates of long-term O 3 attributable respiratory deaths for adults ≥30 years of age only. Estimates were calculated using relationships between longterm O 3 exposure and respiratory mortality derived in Turner et al. (2016) using a multipollutant model (adjusting for near-source PM 2.5 , regional PM 2.5 , and NO 2 concentrations), and a single-pollutant model (no adjustment for other pollutants). Values in brackets are 95% confidence intervals. a Lower value is the minimum ozone concentration (annual daily maximum 8h concentration), and the upper value is the 5th percentile of the ozone concentration, for the population used to derive the T2016 relative risk estimates. b T2016 estimates use HR = 1.12 (95% CI: 1.08, 1.16) as the relative risk estimate derived from a multi-pollutant model that did adjust for near-source and regional PM 2.5 exposure, and NO 2 exposure, and the annual daily 8h maximum ozone concentration as the exposure metric (Turner et al. 2016) . c T2016 estimates use HR = 1.14 (95% CI: 1.10, 1.18) as the relative risk estimate derived from a single pollutant model that did not adjust for PM 2.5 and NO 2 exposure, and the annual daily 8h maximum ozone concentration as the exposure metric (Turner et al. 2016) . (Forouzanfar et al. , 2016 Lim et al. 2012 Table S4 . Global and regional estimates of long-term O 3 -attributable annual COPD deaths for adults ≥30 years of age only derived using relative risk estimates from Turner et al. (2016) . Estimates are also expressed as a proportion of all COPD deaths for the population equal to or over 30 years old in each region. Values in brackets are 95% confidence intervals.
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a Lower value is the minimum ozone concentration (annual daily maximum 8h concentration), and the upper value is the 5th percentile of the ozone concentration, for the population used to derive the T2016 relative risk estimates. b T2016 estimates use HR = 1.14 (95% CI: 1.08, 1.21) as the relative risk estimate and the annual daily 8h maximum ozone concentration as the exposure metric (Turner et al. 2016) . Figure S1 . GEOS-Chem-derived global gridded long term O 3 exposure estimates. Long-term O 3 exposures are calculated as a) maximum 6-month average daily max 1h concentration (6mDMA1, relevant for J2009 relative risk estimates), b) annual average daily max 8h concentrations (ADMA8, relevant for T2016 relative risk estimates) (Map Data: © EuroGeographics for the administrative boundaries). Figure S2 . Estimated long-term O 3 exposure attributable respiratory deaths in 2010 for adults ≥30 years of age. Units are attributable deaths per 100,000 people, and estimates were derived using the J2009 relative risk estimates, with a low concentration cut-off set at the minimum exposure in the ACS CPS-II cohort (33.3 ppb, 6-month daily maximum 1h O 3 concentration) (Map Data: © EuroGeographics for the administrative boundaries). Figure S3 . Estimated long-term O 3 exposure attributable chronic obstructive pulmonary disease (COPD) deaths in 2010 for adults ≥30 years of age. Units are attributable deaths per 100,000 people, and estimates were derived using the T2016 relative risk estimate, with a low concentration cut-off set at the minimum exposure in the ACS CPS-II cohort (26.7 ppb, annual average daily maximum 8h O 3 concentration) (Map Data: © EuroGeographics for the administrative boundaries).
